T he occupational health nurse has legal and professional responsibilities for maintaining written documentation, or records, of activities related to the occupational health unit. In addition to specific legal requirements, state nurse practice acts, the professional standards of practice (AAOHN, 1983; ANA, 1973) and codes of ethics (AAOHN, 1977; ANA, 1976 ) address aspects of records. This article addresses the requirements and recommendations for records and their use in the occupational health setting. Burkeen (1980) has identified three classes of occupational health records: individual health records, administrative, and miscellaneous records. While all three are important documents, health records are the only records for which the occupational health nurse must assume professional and legal accountability. Health records are the documentation of nursing care and, as such, are an essential part of the nursing process. They recount the nurse's assessment, diagnosis, action, and evaluation of care. Health records present a cumulative and chronological record of an individual's health status, prioritized health problem list, and nursing care and advice recei ved. Administrative and miscellaneous records may be initiated and maintained by someone other than the occupational health nurse, but all three classes of 8 AAOHN JOURNAL, JANUARY 1988, VOL. 36, NO.1 .• .., ..'.... ""'H :::,~',~~II,~M. UMIII.. 
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TYPES OF RECORDS
Health records are initiated by the occupational health nurse during the preplacement examination of all new employees. These records are usually designed to meet the specific needs of an employer. In general, the health record should contain the following information: individual and family demographic data; health history; occupational history; reports of health examinations; monitoring reports; list of current medications; emergency contact information; prior Workers' Compensation claims; a health problems list; and continuation sheet for ongoing health problems, their management, and the worker's progress. Figures 1-4 include examples of a set of health records that incorporate some of this information. If available, a job description and analysis with potential hazard exposure data should be included in each worker's record. Release of information forms can be filed with the health record. These should specify what information can be released, to whom, for whom, for what purpose, and for what period of time ( Figure 3 ).
The form of the health record will vary by organization. In developing an appropriate form, the occupational health nurse can receive guidance from the manuals and references listed in the bibliography. Many companies have a policy of maintaining a dual health record: one section for work-related data and exams, another for non workrelated information. The purpose for doing this and the implications for documentation and access to records should be clearly defined in the unit's policy and procedure manual. Other health-related records include record of occupational health unit activities, monitoring data, and legally required reports. These are administrative records that are kept as a management tool for legal compliance. The daily log is a common form which keeps a numerical tally of the individuals and types of health problems seen in the occupational health unit. The log forms the basis for administrative summary reports. Figure 2 is one example of such a log. Required logs are those specified by OSHA: the OSHA #200 log and summary of occupational illnesses and injuries, the OSHA #101 or Workers' Compensation First Report of Injury, the OSHA #102 Summary, and the OSHA #103 if your company is in the sample. The OSHA log summary must be posted each year for one month.
OSHA standards mandate specific documentation of biological and environmental monitoring, employee training in regard to hazards and protective measures, and equipment calibration. Examples such as the lead standard, the noise standard, and the hazard communication act are detailed in the Federal Register. Documentation of staff certification in procedures such as audiometry and spirometry are other important records to maintain.
Health data generated by other members of the occupational health and safety team should be available to the occupational health nurse. Industrial hygiene monitoring results and safety reports and analyses are information the nurse needs to complete her own analysis and records on the health status of individuals and groups of workers.
Miscellaneous records such as memos and supply and equipment requisitions are maintained in appropriate files. Copies of policies, procedures, and written protocols should be compiled in an up-to-date, accessible policy 10 AAOHN JOURNAL, JANUARY 1988, VOL. 36, NO.1 I understand that the granting of access to records is not to be construed as being an agreement or admission, express or implied, that exposure to any toxic substance or harmful physical agent has in fact or probably occurred, or that such exposures as may have occurred were at toxic or harmful concentration or durations.
Copy of this authorization to be maintained in Medical

AUTHORIZATION FOR RELEASE OFMEDICAL RECORDS
I understand that this authorization applies only to the medical record(s) described above. Authorization shall be for not more than (1) year but maybe revoked in writing at anytime.
records. Since it is predicted that eventually all such records will have to be computerized or put on microfiche, design the records with this in mind.
Recording of the nursing assessment, diagnosis, and action must comply with legal and ethical guidelines. Be accurate and legible in your recording and use descriptive terms and standard abbreviations. To accurately describe injuries, use anatomical charts and draw on the affected area. Write legibly in black ink which is reproduced most readily on a copying machine. If you use a color such as red to note vital information such as an allergy, also circle this information to ensure clear and procedure manual. These manuals are developed by the occupational health and safety team to guide practice, communicate the organization's expectations, and provide legal protection (eg, protocols for certain health problems). It is essential that the manual be reviewed periodically, a minimum of once a year, and that all medical protocols be reviewed and signed by the collaborating physician annually. The usual categories of policies and procedures found in a manual are listed in the Table. There are multiple guides available for the nurse who is initiating or revising a policy and procedure manual (AAOHN, 1987) .
Just as society is being revolutionized by the introduction of computers into workplaces and homes, the effect of computers is also being seen in occupational health records systems. Automated recordkeeping systems are being considered by many companies and are in use in approximately 30% of the occupational health units. Computerized health records allow for a sophisticated surveillance system that tracks and analyzes all biological and environmental monitoring data over time. Several companies now produce the software or programs for such occupational health information systems. These systems summarize data for individuals and groups of workers and trigger action when abnormal values or patterns occur. Computers will become inevitable in occupational health as managers attempt to meet the need for maintaining massive and complex data bases on worker health and safety. The computer references will assist the occupational health nurse who wishes to further explore this area (Ball, 1984; Kent, 1981; Piankian, 1978; Romano, 1982; Soloman, 1984; Whyte, 1983) .
PRINCIPLES OF RECORDING
The principles for occupational records are no different than those used in other health care settings. To develop record forms, start with simple forms and ask yourself how each piece of information will be utilized before adding it to your form. Design the record system to optimize the worker's privacy while retaining access to necessary information by health care providers, researchers, management, and workers themselves. Promote uniformity and minimize duplication in all the employee's own words); 3. Objective data: objective signs and behaviors detected by the nurse; 4. Assessment: nurse's assessment and diagnosis based on the subjective and objective data; 5. Plan: plan of action and its implementation (plan and implementation); and 6. Evaluation and revision of the nursing plan of action on the next visit (evaluation and revision). This forms the basis for recording by the SOAPing method which was developed by Weed (1970) . This problem-oriented recording is the most commonly used system of charting and several references are available to occupational health nurses who want to use this system in their setting (NLN, 1976; Vaughan-Wrobel, 1976; Weed, 1970) .
CONFIDENTIALITY OF RECORDS
Each organization should develop a company policy about access to health records and other health-related data. Management has a right to information needed for effective job placement and worker health and safety protection. Employees have a right to privacy regarding detailed physical findings, diagnoses, and nonwork-related health information. It has been said that management owns the employee's health record, but the employee owns its contents. Specific content, other than an assessment about the person's ability to work, cannot be released to anyone without the signed consent of the worker. The only exception is information specific to a workers' compensation claim filed by the employee. Health records must be stored in a locked file to which only health care professionals have access.
The 1980 OSHA standard, Access to Employee Exposure and Medical Records, permits workers and their designated representatives (by written consent) to examine and copy employer's records of exposures to toxic substances, personal health records, and analyses based upon those records. The standard applies to all exposure and health records regardless of whether they were created in-house or by contract, and regardless of whether the records are related to substances regulated by existing standards. Such records include all environmental and biological monitoring data; results of health examinations and medical tests; medical and nursing opinions, diagnoses and descriptions of care rendered; and material safety data sheets. The standard retrospectively covers all such records maintained by an employer.
While access is guaranteed to all grouped exposure data, access to another employee's health record can be obtained only with that employee's written consent. OSHA has access to all this information without prior employee consent. There are specific regulations that govern how and when OSHA may seek access to personally identifiable information, how the employee's right to confidentiality will be maintained, and how trade secrets will be protected.
Release of information to anyone else, the employee's private physician, for example, is prohibited without the employee's signed consent. Figure 3 illustrates one example of a consent form. Release of an individual's health record is guided by the principle that the individual employee's interest is the occupational health nurse's top priority. If release of information will harm the employee, use your professional judgment in withholding it.
RECORD STORAGE AND RETENTION
Records should be stored in locked, ,20. List of standard, acceptable abbreviations.
21. Policies and procedures on certification of personnel for selected procedures such as audiometry, spirometry. 22. Policies and procedures for calibrating equipment. metal, fireproof files in a room to which neither non-health professional employees nor management has access. Selection of a filing system depends on the number of files the company expects to generate and retain, the physical space in the occupational health unit, and whether the records are, or will be computerized. There should be room for long-term retention of records and necessary expansion. The filing system is set up to ensure easy access and refiling.
Rules for retention should be clearly specified in the policy and procedure manual. The following is from the OSHA regulations:
Preservation of Records. Unless a specific occupational safety and health standard provides a different period of time, each employer shall assure the preservation and retention of records as follows:
Employee medical records. Each employee medical record shall be preserved and maintained for at least the duration of employment plus thirty (30) years, except that health insurance claims records maintained separately from the employer's medical programand its records neednot be retained forany specified period.
Employee exposure records. Each employee exposure record shall be preserved and maintained for at least thirty (30) years, except that:
Background data to environmental (workplace) monitoring or measuring, such as laboratory reports and worksheets, need only be retained for one (I) year so long as the sampling results, the collection methodology (sampling plan), a description of the analytical and mathematical methods used, and a summary of other background data relevant to interpetation of the results obtained, are retained for at least thirty (30) years; and
Material safety data sheets and paragraphs (c) (5) (iv) records concerning the identity of a substance or agent need not be retained for any specified period as long as some record of the identity (chemical name if known) of the substance or agent, where it was used, and when it was used is retained for at least thirty (30) years; and
Analyses using exposure or medical records. Each analysis using exposure or medical records shall be preserved and maintained for at least thirty (30) years.
Nothing in this section is intended to mandate the form, manner, or process by which an employer preserves a record so long as the information contained in the record is preserved and retrievable except X-ray films shall be preserved in their original state (U.S. Government Printing Office, 1983).
GUIDELINES FOR DETERMINING OSHA LOG RECORDABILITY
Basic recordkeeping concepts and guidelines are included with instructions on the back of form OSHA #200. This section summarizes the major recordkeeping concepts and provides additional information to aid in keeping records accurately.
1. An injury or illness is considered work related if it occurs in the work environment (defined as any area on the employer's premises, eg, worksite, company cafeteria, or company parking lot). The work environment surrounds the worker wherever he or she goes-in official travel, in dispersed operations, or along regular routes (eg, sales representative, pipeline workers, vending machine repairer, telephone line worker). 2. All work-related fatalities must be recorded. 3. All diagnosed work-related illnesses must be recorded. 4. All work-related injuries requiring medical treatment or involving loss of consciousness, restriction of work or motion, or transfer to another job must be recorded. Recordable and nonrecordable injuries are distinguished by the treatment provided, ie, ifthe injury required medical treatment, it is recordable; if only first aid was required, it is not recordable. However, medical treatment is only one of several criteria for determining recordability. Regardless of treatment, if the injury involved loss of consciousness, restriction of work or motion, transfer to another job, or termination of employment, the injury is recordable.
Medical Treatment
The following are considered to involve medical treatment and must be recorded for a work-related injury:
1. Antiseptics applied on the second or subsequent visit to a doctor or nurse. 
First-Aid Treatment
The following are considered to involve only first-aid treatment and need not be recorded ifthe work-related injury does not involve loss of consciousness, restriction of work or motion, or transfer to another job: 1. Antiseptics, application of, on first visit to a doctor or nurse. 2. Bandaging on any visit to a doctor or nurse. 3. Bums of first degree. 4. Compresses, hot or cold, on first visit to a doctor or nurse only. 5. Foreign bodies, not embedded, irrigation of eye for removal. 6. Foreign bodies, removal from wound by tweezers or other simple techniques. 7. Use of nonprescription medications. 8. Observation of injury on second or subsequent visit. 9. Ointments applied to abrasions to prevent drying or cracking.
Other Procedures Not Considered Medical Treatment
The following are not considered medical treatment: 1. Tetanus shots, initial or boosters alone. 2. Hospitalization for observation (no treatment other than first aid). 3. X-ray which is negative.
SUMMARY Requirements and recommendations
It has been said that management owns the employee's health record, but the employee owns its contents.
for records and their use in the occupational health setting have been addressed. It is hoped, and expected, that the occupational health nurse will measure up to the challenge of keeping good records in the face of more stringent and precise current standards of nursing practice, ethics, and laws.
